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Abstract
Brin, Samantha Nicole. MSW. The University of Memphis. May 2013.
Evaluating a Cognitive Behavioral Group for Social Anxiety in a Real World Setting.
Major Professor: Dr. Cathy Simmons.

Social anxiety disorder (SAD) is characterized by fear of embarrassment. A
common treatment for SAD is cognitive behavioral therapy (CBT), which can be
delivered individually or in group settings. For the following research paper, a CBT
group was administered to 4 individuals diagnosed with SAD in a real-world setting. The
group lasted 6 weeks and utilized CBT interventions including psychoeducation,
cognitive restructuring, and exposure simulations. Psychological Symptoms Scan (PsychScan), Social Phobia Inventory (SPIN), and Clinical Global Impression Scale (CGI) were
utilized to measure the severity of clients’ anxiety and depression symptomology before
and after treatment. The SPIN pre and posttest showed statistically significant
improvements (t(3) = 2.34, p = .05); as did the CGI pre and posttests (t(3) = 5, p = .007).
In addition to these measures, weekly monitoring forms were kept by each participant to
self-monitor anxiety and depression levels, as well as times they practiced exposures.
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Evaluating a Cognitive Behavioral Group for Social Anxiety in a Real World Setting
Anxiety disorders, as a family of disorders, represent common mental health
problems, accounting for 31% of total mental health costs in a single year (Rosenblatt,
2010). One of the most common types of anxiety disorders is social anxiety disorder
(SAD). SAD is defined by the Diagnostic and Statistical Manual (DSM-IV-TR) as “a
marked and persistent fear of one or more social or performance situations in which the
person is exposed to unfamiliar people or to possible scrutiny by others” (American
Psychiatric Association, [DSM-IV-TR], 2000). SAD is commonly comorbid with
depression, substance abuse, bipolar, and eating disorders.
The etiology of social anxiety can be explained biologically; temperamentally; or
through cognitive, behavioral, and social learning theories. The main course of
treatment, often argued as the most effective form of treatment, for social anxiety is
Cognitive Behavioral Therapy (CBT). CBT can be delivered individually or in group
settings. The research conducted for this paper was done with four adults who were
diagnosed with social anxiety and treated using Cognitive Behavioral Group Therapy
(CBGT) in a real-world setting. The real-world setting was chosen for this research
project because of the criticism of studies investigating CBGT effectiveness. In these
cases, the treatment and results have not necessarily been transferable to non-academic
settings and individuals. The following research project provides valuable knowledge for
the database of evidence supporting CBGT as an effective route of therapy for adults with
social anxiety.
The following literature review will examine prevalence and cost of anxiety
disorders in general, as well as SAD specifically; in addition to comorbidities and

etiology of SAD, and the application of CBT in a group setting as a viable treatment
option for SAD.
Anxiety Disorders
The most common mental health diagnoses are anxiety disorders (Rosenblatt,
2010). According to the DSM-IV-TR (2000), there are 10 different anxiety disorders:
panic disorder with and without agoraphobia, specific phobia, social anxiety disorder,
obsessive-compulsive disorder, posttraumatic stress disorder, acute stress disorder,
generalized anxiety disorder, anxiety disorder due to a medical condition, and anxiety
disorder not otherwise specified (NOS). The focus of this literature review is social
anxiety; the diagnostic criteria are shown in Appendix A.
Prevalence and Incidence
The lifetime prevalence of any anxiety disorder is 28.8% (Kessler et al., 2005).
According to the National Institute of Mental Health, the 12-month prevalence of anxiety
disorders is 18.1%. Social anxiety alone has a 12-month prevalence of 6.8% and the
lifetime prevalence is 12.1% (Kessler et al., 2005). During a 10-year longitudinal study,
Beesdo et al., 2007, found the incidence rate for social anxiety to be 11%.
Gender, Socioeconomic, and Cultural Differences in Prevalence
Lifetime prevalence rates of anxiety disorders, specifically SAD, are higher for
women than men (Chan, 2010; McLean, Asnaani, Litz, & Hofmann, 2011). There is a
higher prevalence of anxiety disorders, including SAD, among lower socioeconomic
groups (Muntaner, Eaton, Miech, & O’Campo, 2004).
Culture can affect the prevalence of social anxiety; varying social norms among
cultures might increase ones risk for SAD. For example, in collectivist countries such as
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Asia, there are many steadfast guidelines about how individuals should act in particular
social situations; because of this, it is extremely important to these individuals that they
get rated positively on these social interactions (Heinrichs et al., 2006). It is because of
the social rules in Asia that someone growing up in this culture might become frequently
embarrassed and begin to avoid any social interaction that could produce the feared
embarrassment (Heinrichs et al., 2006). Heinrichs et al. (2006) found that social anxiety
and fear of blushing was highest in these collectivistic cultures where attention-seeking
behavior was not accepted. While attention-seeking behavior is better tolerated in the
United States, social anxiety is still a common occurrence. Living in a collectivist culture
can exacerbate symptoms or increase the tendency for social anxiety to develop, the
absence of such a culture can just as easily create SAD as is evidenced by the high
prevalence in the United States.
Cost
Anxiety disorders are costly for Americans. The average cost per client in 2009
was $1,646 (Johnston, Westerfield, Momin, Phillippi, & Naidoo, 2009). Rosenblatt
(2010) found that anxiety disorders account for “31% of total mental health costs
and…an estimated $46.6 billion in 1 year” (p. 103). Additionally, Marciniak et al. (2005)
revealed that the total annual medical cost for adults diagnosed with an anxiety disorder
was $6,475. “This figure represents the average total costs of treating these individuals
(including all inpatient, outpatient, and prescription drug charges) in 1999…” (p. 181).
Anxiety disorders are associated with significant medical and productivity costs which
can be wasteful spending for employees and their employers (Marciniak et al., 2004). The
cost can be divided into two categories- direct and indirect.
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Direct costs include service costs (counseling), medical costs (emergency room
visits), and prescription drugs (Greenberg et al., 1999). Individuals with anxiety are more
likely to have co-morbid diagnoses, which could require more specialists and cost
themselves and their employers even more (Mariciniak et al., 2004). Indirect costs
include work absences, anxiety-related reductions in production, and the costs
surrounding anxiety-induced suicide (Greenberg et al., 1999). Individuals diagnosed with
anxiety are more likely to miss work; particularly unofficial absences (Marciniak et al.,
2004). In fact, between reduced productivity and missed work, each employee with an
anxiety disorder cost their employers $256 more per year than their non-anxious coworkers (Greenberg et al., 1999).
Comorbidities
It is not uncommon to see comorbidities with a SAD diagnosis. Depression,
substance abuse, bipolar disorder, and eating disorders are all common comorbidities
with depression being the most common. Having comorbid social anxiety disorder and
depression may further stunt the ability to process emotional material than having either
diagnosis alone (LeMoult & Joormann, 2012). Inability to process emotional material can
contribute to the maintenance of both disorders, making them more complicated to treat
(LeMoult & Joorman, 2012, p. 48).
The direct causation model is a theory-driven model that can be used to explain
why anxiety disorders (ANX) and major depressive disorder (MDD) are frequently
comorbid. The model states that one disorder (the preceding diagnosis- usually ANX)
directly causes causes the secondary diagnosis- usually MDD (Matthew, Pettit,
Lewinsohn, Seeley, & Roberts, 2011). SAD and MDD could also develop simultaneously
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with “a common set of risk factors leads to the development of both MDD and ANX”
(Matthew et al., 2011, p. 2024). In the study conducted by Matthew et al. (2011), it was
found that in 61.88% of the cases they studied, ANX was developed before MDD, with
36.63% developing MDD prior to ANX, and 3.96% reporting simultaneous onset.
It is also common to see alcohol abuse comorbid with SAD; 48% of individuals
diagnosed with social anxiety also meet criteria for an alcohol disorder (Ham,
Zamboanga, & Bacon, 2011). The findings regarding the relationship between social
anxiety and alcohol disorders are somewhat inconsistent; however, social anxiety does
seem to be a “unique risk factor for developing an alcohol use disorder” (Ham, Casner,
Bacon, & Shaver, 2011, p. 462; Ham et al., 2011). One hypothesis to explain the
relationship between anxiety and substance abuse problems is the self-medication
hypothesis. The self-medication hypothesis posits that someone with an anxiety disorder
might use alcohol and drugs as an attempt to temporary reduce their anxiety-related
symptoms (Robinson, Sareen, Cox, & Bolton, 2011). For example, individuals with
social anxiety might use alcohol as a way to reduce their anxiety when they are put in
uncomfortable social settings. This “safety” behavior can quickly and easily lead to the
development of an alcohol disorder (Ham et al., 2011). Alcohol and drugs can be
effective ways for individuals who are anxious to manage the pain and anxiety they
experience daily. If an individual with a social anxiety disorder continues to misuse
alcohol and drugs to self-medicate or self-soothe, the individual could end up with two
problems- social anxiety and substance abuse or dependence. Lack of coping strategies
and the continued avoidance of problems can maintain the substance abuse problem.
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When a substance abuse disorder develops in individuals with social anxiety, it is
important that the initial focus of treatment be on the substance abuse or dependence; a
necessity in order to rule out the possibility that the substance abuse actually caused the
anxiety. The use of alcohol and drugs can exacerbate or cause anxiety, creating a vicious
cycle by triggering anxious symptoms during withdrawal which could result in an anxiety
disorder (Robinson et al., 2011).
Another disorder that can occur with anxiety is bipolar disorder (Fracalanza,
McCabe, Taylor, & Antony, 2011). Individuals who have a principle diagnosis of anxiety
have a higher lifetime frequency of bipolar disorder than does the general population
(Fracalanza et al., 2011). When anxiety and bipolar disorder cohabitate; treatment
becomes increasingly difficult and the rate of suicidal behavior, among other
complications, increases. “Overall, comorbid anxiety disorders have a negative impact on
the course and treatment response in bipolar disorder” (Fracalanza et al., 2011, p. 224).
Eating disorders are another diagnosis frequently seen with social anxiety- the
lifetime prevalence of social anxiety is 33.9% in individuals diagnosed with anorexia and
17% in individuals diagnosed with bulimia (Levinson & Rodebaugh, 2012). Interestingly,
fear is a risk factor for disordered eating, and reports show that fear drives people with
social anxiety to either overeat or undereat prior to stressful social situations or public
presentations (Levinson & Rodebaugh, 2012). Another link between anxiety and eating
disorders is the highly critical habits that are hallmark of social anxiety- these individuals
fear negative evaluation. Considering the “onset of anxiety disorders tend to precede the
development of eating disorders,” this fear of negative evaluation might also translate to
body image and thus, eating habits” (Levinson & Rodebaugh, 2012, p. 27).
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Social Anxiety Disorder
Specifiers and subtypes of social anxiety. According to the DSM criteria, social
anxiety should be specified if it is generalized. Generalized social anxiety indicates fear
of many or most social situations. Without this specifier, it is assumed the social anxiety
is non-generalized. Non-generalized social anxiety posits the individual only fears one or
two social situations, “such as performing or eating in the presence of others” (Norton,
Cox, Hewitt, & McLeod, 1997, p. 655). Generalized social anxiety seems to be correlated
with lower self-esteem and stronger negative self-evaluations while in an anxietyproducing situation (Norton et al., 1997). Overall, these individuals seem to be more
impaired than those who present with non-generalized social anxiety (Norton et al.,
1997).
There are two disorders that can be considered subtypes of social anxietyselective mutism and paruresis. Selective mutism is a “psychiatric disorder of childhood
characterized by persistent failure to speak in one or more major social situation in which
speaking is expected, despite speaking in other situations,” and it seems to stem from
social anxiety (Black, 1996, p. 4). Similarly, pauresis, or “shy bladder syndrome,” can
also be deemed a subtype of social anxiety. A fear of not being able to urinate in public
restrooms “can be conceptualized as an anxiety-evoking performance situation;”
comparable to traditional social anxiety symptoms (Vythilingum, Stein, & Soifer, 2002,
p. 84). As with social anxiety, both of these disorders result in being concerned or
nervous in social settings. To understand why this concern and nervousness is significant,
it is beneficial to know common beliefs associated with social anxiety.
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Common Beliefs Associated with Social Anxiety
The common beliefs frequently associated with social anxiety center on high
levels of self-criticalness as a result of perfectionism. Individuals with social anxiety feel
as if they cannot make a mistake for fear of exposing a weakness or incompetence which
might ultimately lead to rejection (Moscovitch, Rodebaugh, & Hesch, 2012). These
individuals tend to avoid social situations because the situations might cause their
feelings of inadequacy to surface.
Causes of Social Anxiety
There are a couple of explanations as to the causes of social anxiety disorder.
Some argue that social anxiety can be described biologically or others assert it can be
caused by childhood temperament. Both of these sources of social anxiety are determined
long before the disorder prevents itself and may explain why social anxiety develops in
certain individuals.
Biological. Studies indicate genetic factors play a significant role in determining
whether someone develops social anxiety (Elizabeth et al., 2006). This is evidenced by
the fact that rates of anxiety disorders are 34% for monozygotic and 17% for dizygotic
twins (Elizabeth et al., 2006). A meta-analysis on the subject contributes the same
conclusions; Hettema, Neale, and Kendler (2001) found a significant correlation between
first-degree relatives and phobias.
Temperament. In addition to genes, temperament may also play a role in the
development of social anxiety. Temperament is the disposition of a child that remains
stable over time as they age (Elizabeth et al., 2006). Behavioral inhibition is “a heritable
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childhood temperament defined by a tendency to restrict exploration and avoid novelty
[and] has been proposed as a predictive factor of social anxiety” (Rotge et al., 2011).
Inhibited children seem to remove themselves from unfamiliar settings while
uninhibited children “engage in conversation, smile, and explore the environment around
them” (Elizabeth et al., 2006, p. 154). The behavioral inhibition temperament expressed
in adults explains why these children have a higher risk for developing anxiety disorders
considering “these tendencies to approach or withdraw are relatively enduring
dimensions of behavior” (Elizabeth et al., 2006, p. 155). In addition, there is some
evidence to indicate that behavioral inhibition may also predict depression and alcoholrelated disorders and as previously mentioned- these are two disorders highly comorbid
with social anxiety (Rotge et al., 2011).
Theories of Social Anxiety
Conceptualizing social anxiety disorder is important in treating it effectively. To
conceptualize SAD, several theories and their view on the cause and maintenance of the
disorder should be explored. Theories for this research paper are based on CBT and
include cognitive theory, behavioral theory, and social learning theory. Each theory has
multiple components to consider when creating the conceptualization.
Cognitive theory to explain social anxiety. Beck, Emery, and Greenberg
developed an early cognitive model of social anxiety (Musa & Lepine, 2000). They
attribute “dysfunctional beliefs that…individuals hold about themselves and the way they
should behave in social situations” to causing and maintaining social anxiety (Musa &
Lepine, 2000, p. 60). One such dysfunctional belief is the assumption that every situation
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must be performed perfectly. Naturally, this leads an individual to be highly disappointed
(and more critical of themselves) when this unrealistic expectation is not met.
Behavioral theory to explain social anxiety. Classical and operant conditioning
are used in behavioral theory to explain the development and maintenance of social
anxiety. The development of social anxiety through classical conditioning is done by the
pairing a neutral stimulus (i.e., social situations) and a feared stimulus (i.e., criticism by
peers) that manifests into a fear of the neutral stimulus (i.e., social situations). Operant
conditioning explains how social phobic behavior is reinforced and maintained- an
individual may avoid an anxious situation (i.e., social situation), which removes the
anxiety, and thus they are rewarded for that behavior (i.e., no anxiety and no criticism by
peers). When this continues over time, it can become paralyzing for that individual to be
in a social setting (McNeil, Lajuez, & Sorrell, 2010). To pair these two styles of
conditioning provides a strong development of habits that can ultimately lead to and
maintain social anxiety.
Social learning theory to explain social anxiety. The way parents raise their
children may be a risk factor for social anxiety (Fisak & Mann, 2010). Parents whose
children develop social anxiety, more often exhibit patterns of “parental social isolation,
concern with the opinions of others, and less family sociability” than do parents whose
children do not develop social anxiety (Fisak & Mann, 2010, p. 304). Through their
actions, parents are teaching their children the world is not safe and people will be
critical, so it is easier to avoid these situations. Thus, in these children; social anxiety is
more common because they were taught through social learning that they should fear
social situations. In addition, social learning theory can explain why a child whose parent
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has social anxiety may develop it themselves- they observe their parents behaviors and
replicate them through modeling (Fisak & Mann, 2010).
Effective Treatment and Strategies
Cognitive behavioral therapy (CBT) has been shown to be an effective form of
therapy for individuals suffering from social anxiety (Hoffman & Smitts, 2008; Kashdan
& Roberts, 2011; Ponniah & Hollon, 2008; Rowa & Antony, 2005). CBT involves
cognitive restructuring and exposure therapy (specifically in vivo exposures) (Ponniah &
Hollon, 2008). Cognitive restructuring seems to be the “most helpful component” for
clients diagnosed with social anxiety (Choi & Park, 2006). Through cognitive
restructuring, core beliefs and dysfunctional automatic thoughts are identified and then
slowly, modified. These negative automatic thoughts are modified through a thought
change record where positive, healthy thoughts replace dysfunctional ones and through
repetition, the client’s core beliefs change.
Exposure therapy is based on habituation and “amounts to reprogramming the
computational code to diminish clinical pathology;” essentially participants are retraining
their amygdala to be less sensitive and reactive to danger (McNally, 2007, p. 751).
Clients are exposed to situations they fear. During these situations they acknowledge
their anxiety and allow it to pass. Over time, these feared situations do not elicit the same
level of fear and anxiety.
Groups. Using CBT in a group setting (CBGT) incorporates additional
therapeutic benefits such as vicarious learning, group cohesiveness, interaction, and
universality and acceptance, among others (Choi & Park, 2006). In one study, CBGT
clients were compared with clients who took psychotropic medications; the group who
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completed CBGT had relapsed 17% of the time after a 6 month follow-up compared with
50% of the group who took medication (Heimberg, 2001). Additionally, CBT groups for
social anxiety provide a way to learn how to interact with others through observation.
This is an excellent chance for the clinician to model appropriate social behavior (Choi &
Park, 2006).
Purpose
The purpose of this study was to examine the effectiveness of a small CBT group
to add to the evidence base of the effectiveness of this intervention for adults with social
anxiety. Some current research has been criticized due to taking place in university
settings (Kashdan & Roberts, 2011; Huppert, Pasupuleti, Foa & Mathews, 2007). The
research group for this paper was conducted in a non-academic setting in hopes of
counter-acting some of that criticism by showing CBGT is effective in the real world as
well as in university settings.
There are several goals with this research. The first is to determine if
Psychological Symptoms Scan (Psych-Scan), the Social Phobia Inventory (SPIN), and
the Clinical Global Impression (CGI) scores will go down (indicates decreased symptom
severity) after completion of the group. It is hypothesized that they will. The second and
third aims are to determine if there is a significant relationship between anxiety and
depression as well as anxiety and number of exposures. The depression symptoms,
anxiety symptoms, and exposure practices are self-reported by the clients weekly. The
following questions were researched:
RQ1: Will the clients’ social anxiety symptoms (as observed through several
measures) decrease after completion of the CBT group?
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RQ2: Is there is a direct correlation between anxiety and depression, in that when
one decreases in symptom severity; the other one does as well?
RQ3: Is there an indirect correlation between anxiety and exposures, in that as
exposure practices increase; the level of anxiety decreases?
Method
The measures used to assess social anxiety were Psychological Symptoms Scan
(Psych-Scan), the Social Phobia Inventory (SPIN), and the Clinical Global Impression
(CGI). Each of these were used to assess each client prior to starting the group and again
upon its completion.
Psych-Scan
The Psych-Scan is used to measure depression, anxiety, and anger. It includes 105
questions with minimal, mild, moderate, and severe ratings for depression, anxiety,
anger, and Global Psychopathology Index (GPI). The mild, moderate, and severe scores
are considered clinical while the minimal rating is subclinical.
Across multiple studies, the Psych-Scan showed high internal consistency (alpha
range: .91-.94, .94-.95), test-retest reliability (r range: .74-.81, .63-.83), low correlations
with unrelated constructs (r range:-.29-.42, .40-.45), and high correlations with related
constructs (r range: .63-.81, .63-.83) (Lownsdale, 2001). The Psych-Scan is able to
“discriminate between a clinical (N = 109) and nonclinical (N = 71) sample” as well as
between “depressed (N = 41) and nondepressed (N = 41) outpatients” (Lownsdale,
2001).
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SPIN
The SPIN is used solely to measure social anxiety. It includes 17 items, and they
are on a Likert scale from 0 – 4 with 0 indicating “not at all” and 4 representing
“extremely.” The SPIN is scored to determine different extremes of social anxiety- a total
score less than 20 indicates no social anxiety while a score in the 50s indicates severe
social anxiety; with different severities along the continuum.
SPIN has “demonstrated solid psychometric properties when used with healthy
adult volunteers and psychiatric patients” (Ranta et al., 2007, p. 262). According to Ranta
et al., 2007, the test-retest reliability for their research sample was .81 (P<.001). The
internal consistency varied between .65 and .89 which is consistent with previous tests.
CGI
The CGI is a 3-item scale used by the clinician to measure the severity of their
client’s illness, the global improvement, and degree of therapeutic effect. In one study by
Zaider et al., 2003, it was found that “CGI ratings were strongly associated with both
self-report and clinician administered measures of specific symptomology and
impairment” (p. 619). They determined that CGI, as a measure for social anxiety, is a
dependable tool for clinicians to utilize. Zaider et al. did not address reliability of the CGI
in their study as they stated: “there is little reported data” on the subject (p. 620).
Weekly Monitoring Form
In addition to the 3 measures aforementioned, the clients were given Weekly
Monitoring Forms to record their levels of anxiety and depression and times they
practiced the assigned homework (exposures). The Weekly Monitoring Form was
designed to evaluate each client’s weekly levels of anxiety and depression (on a scale of
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0-10) while receiving therapy from the group. The form was also utilized to monitor any
correlations between more exposure practice and lower anxiety and depressive
symptoms. Clients were instructed to graph their results from the Weekly Monitoring
Form each week on a simple graph provided by the clinician. Weekly graphs served as a
visual aid for the client to see improvements in their levels of anxiety and depression, and
measure those improvements (or lack thereof) against the number of times they practiced
exposures. A copy of the Weekly Monitoring Form is included in Appendix B.
Procedures
The group met weekly for 6 weeks. Each week the group started by checking-in
and then the clients filled in their weekly monitoring logs and reviewed the previous
week’s homework. From there, psychoeducation was completed, skills were practiced,
and homework was assigned. The skills taught, reviewed, and practiced in the group were
small talk, assertiveness, and public speaking. The public speaking was done as exposure
simulations to foster the training of the amygdala in stressful, anxious situations. Clients
were taught to “sit” with the anxiety and let it pass naturally on its own. Throughout the
group, the clients were encouraged to keep a notebook to track and monitor skills learned
as well as note any improvements in mood and anxiety level.
Session 1 started by ensuring everyone completed the three pre-group measures.
Then introductions were made, rules were identified, and confidentiality was reviewed.
From there, psychoeducation of CBT and social anxiety were reviewed (clients were
initially told this information when being assessed for the group). At the end of the
session, small talk strategies were taught and practiced in groups of two and three.
Finally, homework (practice small talk) was assigned to the group.
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Sessions 2-5 were almost identical- homework was reviewed and the Weekly
Monitoring Forms were filled out first thing, followed by a feelings check and an update
on how the homework went for each member. From there, more small talk was practiced
in small groups and in vivo exposures (public speaking in front of the group) were
introduced. Each week, one or two group members practiced an exposure. Homework
was assigned each week on the skills reviewed in group that day. Week 5 had an
additional element of psychoeducation and training on assertiveness.
For the final session, session 6, homework was reviewed and the final Weekly
Monitoring Forms were filled out. A feelings check and update on the previous week’s
homework was done. Final in vivo exposures were completed, and skills learned
throughout the group were reviewed. Finally, the Psych-Scan, SPIN, and CGI postmeasures were completed.
Results
Demographic Characteristics
There were five adults with a previous diagnosis of social anxiety that were
invited to participate in the group. The fifth client only attended the group for week 2.
The other four clients came relatively consistently every week and among those four; 1
was a married female, the rest were single males. Their ages ranged from 18-41 years (M
= 27.75, SD = 9.64); 2 of the clients were African American and 2 were Caucasian.
Among the participants, there were various co-morbidities including: depression,
attention-deficit hyperactivity disorder (ADHD), obsessive-compulsive disorder (OCD),
and compulsive skin picking (CSP). The DSM-IV-TR criteria were used to diagnose
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clients by a clinician with 15 plus years specializing in the treatment of anxiety disorders.
See Table 1 for demographics of clients.
All of the clients’ pre-tests were completed at the start of the group but since the
fifth client only attended one session, his post-tests were not taken and his information
was not included in any of the statistical analyses. All data was run using Microsoft
Excel.

Table 1 Client Demographics

PT#

Age

Sex

Ethnicity

Education

Marital
Status

Age of
Onset

Comorbidity

1

27

M

AA

Some
College

Single

12

Depression

2

41

F

C

BS

Married

10

None
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Table 1 (continued) Client Demographics

PT#

Age

Sex

Ethnicity

Education

Marital
Status

Age of
Onset

Comorbidity

3

25

M

C

Some
College

Single

10/11

ADHD,
inatt

4

18

M

AA

H.S. Grad

Single

8/9

None

5

20
*Attended

M

C

Some
College

Single

12/13

Depression,
GAD,
OCD, CSP

wk 2. Data
not included
in statistical
analysis.

RQ1: Will the clients’ social anxiety symptoms (as observed through several
measures) decrease after completion of the CBT group? To determine statistical
significance of the measures used, a one-way t-test was run for each: Psychological
Symptoms Scan (Psych-Scan), the Social Phobia Inventory (SPIN), and the Clinical
Global Impression (CGI) pre- and post-tests. The Psych-Scan has 4 different components:
depression, anxiety, anger, and global; so for each of these components, separate t-tests
were ran. The one-way t-test was chosen because the direction of the tests was known.
All data was run using Microsoft Excel.
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Psych-Scan
Since the Psych-Scan is divided into 4 sub-scales, a dependent sample t-test was
run separately for each component: depression, anxiety, anger, and global. For each of
these measures, a lower score indicates less symptom severity.
Depression scale. The results for the depression scale of the Psych-Scan are
approaching significance with a difference in the score (M = 36) for the pre-test and (M
= 21.25) for the post-test t(3) = 1.84, p = .08. These results suggest that the depression
levels as self-reported by the participants go down, or get better, after completion of the
group.
Anxiety scale. The results for the anxiety scale of the Psych-Scan are significant
with a difference in the score (M = 32.25) for the pre-test and (M = 18.25) for the posttest t(3) = 2.89, p = .03. These results suggest that the anxiety levels as self-reported by
the participants go down, or get better, after completion of the group.
Anger scale. The results for the anger scale of the Psych-Scan are approaching
significance with a difference in the score (M = 25.5) for the pre-test and (M = 16.25) for
the post-test t(3) = 1.81, p = .08. These results suggest that the anger levels as selfreported by the participants go down, or get better, after completion of the group.
Global scale. The results for the global scale of the Psych-Scan are approaching
significance with a difference in the score (M = 109) for the pre-test and (M = 68) for the
post-test t(3) = 2.18, p = .06. These results suggest that the global levels as self-reported
by the participants go down, or get better, after completion of the group.
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SPIN
A dependent samples t-test was also run to compare SPIN pre-test and SPIN posttest. The results are significant with a difference in the scores (M = 43.125) for the pretest and (M = 29) for the post-test t(3) = 2.34, p = .05. These results suggest that the
social anxiety levels as self-rated by the participants of the group go down, or get better,
after completion of the group.
CGI
A dependent samples t-test was run to compare CGI pre-test and CGI post-test.
There was a significant difference in the scores (M = 4.75) in the pre-test and (M = 3.5)
in the post-test for the CGI t(3) = 5, p = .007. These results suggest that the severity of
the client’s illness, the global improvement, and degree of therapeutic effect improved
upon completion of the group.
Weekly Graphs
Using the data from the self-reported weekly levels of anxiety, depression, and
times practicing exposures; graphs were made (with trend lines) to determine the
relationship between anxiety and depression (Appendix C) and anxiety and exposures
(Appendix D). For the weekly charts, 2 clients had one week of missing data each. To
complete the data analysis in Excel, missing data was plugged in assuming the client had
not changed from the week before for depression and anxiety severity and assuming the
client had not practiced any exposures. Client 1 missed week 3 so the average level of
anxiety was plugged in as 10 while the average level of depression was plugged in at 5
(the same values from week 2) and the exposure practices were reported as 0, assuming
the client did not practice. Client 2 missed week 5 so the average level of anxiety was
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reported at 4 and the average level of depression was reported as 1 (the same values from
week 4) and again, the exposure practices were assumed to be at 0.
Relationship Between Anxiety, Depression, and Exposures
RQ2: Is there is a direct correlation between anxiety and depression, in that when
one decreases in symptom severity; the other one does as well? RQ3: Is there an indirect
correlation between anxiety and exposures, in that as exposure practices increase; the
level of anxiety decreases? There was not a significant correlation between anxiety scores
and depression scores, R2 = .68, p > .05, or anxiety scores and times practicing exposures
R2 = .17, p > .05. Correlation between anxiety and depression scores was high, r = .83,
while the correlation between times practicing exposures and anxiety was much lower, r
= -.45. Despite the fact that neither of these correlations were statistically significant,
they were both clinically significant in that as the clients’ depression symptoms went
down, and they practiced exposures, their anxiety symptoms went down. This was
expected from the research; practicing exposures leads to a greater decrease in anxiety
than not practicing (Ponniah & Hollon, 2008).
Discussion
The first goal of the study was to determine if clients’ social anxiety symptoms
decreased after completion of the CBT group as observed through several measures.
Then, it was an aim to determine if there were relationships between anxiety and
depression, and anxiety and exposures, and if these relationships were significant.
The study found statistically significant improvements for clients from the CGI
pre and post-tests, and the Psych-Scan anxiety pre and post-tests. The SPIN and PsychScan global were right at statistical significance indicating important improvements for

21

clients; the Psych-Scan anger and depression pre- and post-tests were approaching
significance. The sample size (n = 4) was very small and the results that were
approaching significance are likely due to a low n; because of the low sample size, there
was low power for each statistical test run. There was however, clinical significance for
each of these measures as indicated by the decreased mean scores and the clients’ selfreported decreased symptom severity.
As supported through research, there were clinically significant levels of
improvement with anxiety and depression symptoms with the completion of the CBT
group for social anxiety. Three out of the four clients reported less anxiety in week 6 than
they did in week 2 while one client went from 3.5 level of anxiety (on a scale of 10) in
week 2, to a 4 level of anxiety in week 6 (this particular client missed week 5 of the
group). Additionally, all four clients’ CGI, SPIN, and Psych-Scan scores showed
improvements from week 1 to week 6. All four clients filled out a SPIN one month posttreatment and three scores were improved from their SPIN post-test scores while one
score stayed the same.
Strengths
One of the major strengths of this study is the fact that it was done with a real-life
group of individuals. The participants of this study had a high-degree of comorbidity;
social anxiety was the targeted diagnosis to treat but depression symptoms were also
noted. With research samples, typically only SAD is reviewed. By including individuals
with multiple diagnoses, it gives clinicians a true idea of how effective this group was
with clients they are likely to see.
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Another strength is the multiple reports done on each client. There were both
clinician-rated and client-rated tools utilized. With multiple informants, the reliability of
the information gathered with the CGI can be verified by the severity of the
symptomology reported by the clients.
Limitations
As previously discussed, the small sample size (n = 4) is a significant limitation
of this study. With only four participants, the statistical tests ran for this research have a
small power and there is more potential for error. There is also more potential for a
galloping alpha; this was not considered when the statistical tests were ran due to the
small sample size. These results should not be used to make decisions until further
evaluations are conducted.
Additionally, there was a short follow-up (six weeks) after the post SPIN was
administered at the closing of the final group. A longer time span between the post SPIN
and the follow-up SPIN might have yielded data on the longevity of the reduced anxiety
and depression symptoms following the completion of the CBT group.
With this study there was no control group which indicates that any improvements
the clients had from the therapy group could have been due to external, unidentified
factors and may not necessarily be contributed to the CBT treatment and interventions.
Implications for future research include more real-life CBT groups, perhaps with
more clients to gain more statistical power and to potentially see other tests resulting in
statistical significance than the two found for this research. The challenge with doing this
research with real-life clients is that the group numbers will be smaller than one might
see in clinical trials at a university. An idea to counteract this problem is to do several
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smaller real-life groups and compare all clients’ data together; this would satisfy the low
sample size concern but still maintain the real-life integrity of the original research.
Clinical Impressions
It is important for treatment providers and facilities to heed the effectiveness from
this and many other studies evaluating CBT for social anxiety. Policy changes could be
considered at agencies only providing individual therapy to add groups for their clients
who are struggling with social anxiety. The group setting was very therapeutic for these
clients which is consistent with statistical results and past research.
As one of the student clinicians of this group, I was able to observe the group
progress over the six weeks of treatment. The treatment component that seemed to be
most effective for the group participants was the exposure simulations. Each member of
the group was visibly nervous at the start of their first exposure practice. With each week
and each in session practice, their anxiety lessened. During this time they were also
practicing their exposures during the week, outside of the group, providing additional
benefits to the work in the group. As participants of a therapy group, the clients seemed
to benefit from each other. They were able to recognize that they were not the only ones
who feared embarrassment. After each exposure, the group members processed their
experiences. It seemed to be very therapeutic to hear their group members tell them that
they did not even notice the presenter’s worries: flushed cheeks, stuttered words, or lack
of ideas. Challenging these beliefs and giving their group mates a chance to provide
evidence against these beliefs was very helpful for each member.
In closing, this was a pilot project. There are several limitations and factors to
consider before using this data in larger studies; however, there are also strengths that can
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be highlighted and duplicated on a larger scale for future research. This study adds to the
database of literature that supports CBT and exposure therapy as evidence-based
treatment for SAD.
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Appendix A
Diagnostic Criteria of Social Anxiety
A. A marked and persistent fear of one or more social or performance situations in which the person is exposed to unfamiliar
people or to possible scrutiny by others. The individual fears that he or she will act in a way (or show anxiety symptoms)
that will be humiliating or embarrassing. Note: In children, there must be evidence of the capacity for age-appropriate
social relationships with familiar people and the anxiety must occur in peer settings, not just in interactions with adults.
B. Exposure to the feared social situation almost invariably provokes anxiety, which may take the form of a situationally
bound or situationally predisposed Panic Attack. Note: In children, the anxiety may be expressed by crying, tantrums,
freezing, or shrinking from social situations with unfamiliar people.
C. The person recognizes that the fear is excessive or unreasonable. Note: In children, this feature may be absent.
D. The feared social or performance situations are avoided or else are endured with intense anxiety or distress.
E. The avoidance, anxious anticipation, or distress in the feared social or performance situation(s) interferes significantly
with the person's normal routine, occupational (academic) functioning, or social activities or relationships, or there is
marked distress about having the phobia.
F.

In individuals under age 18 years, the duration is at least 6 months.

G. The fear or avoidance is not due to the direct physiological effects of a substance (e.g., a drug of abuse, a medication) or a
general medical condition and is not better accounted for by another mental disorder (e.g., Panic Disorder With or Without
Agoraphobia, Separation Anxiety Disorder, Body Dysmorphic Disorder, a Pervasive Developmental Disorder, or Schizoid
Personality Disorder).
H. If a general medical condition or another mental disorder is present, the fear in Criterion A is unrelated to it, e.g., the fear
is not of stuttering, trembling in Parkinson’s Disease or exhibiting abnormal eating behavior in Anorexia Nervosa or
Bulimia Nervosa.
Specify if:
Generalized: if the fears include most social situations (also consider the additional diagnosis of Avoidant Personality
Disorder)
Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text Revision,
(Copyright ©2000). American Psychiatric Association.

Appendix B
Weekly Monitoring Form

Name:
Date:

Session No:

Since last session:

1. What was your average level of social anxiety during the week?

0

1

None

2

3

4

Mild

5

6

7

Moderate

8

9

Severe

10
Extreme

2. What was your average level of depression?

0
None

1

2
Mild

3

4

5
Moderate

6

7

8
Severe

3. How many times did you practice the exposure simulations?

9

10
Extreme

Times

4. Using these scores please graph your progress for this week on the Graphing My
Progress page.
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Appendix C
9

Average Level of Depression

8
7
6

R² = 0.6827

5
4

Dep

3

Linear (Dep)

2
1
0
-1 0

2

4
6
8
Average Level of Anxiety

34

10

12

Appendix D

# Times Practiced Exposures

8
7
6
5
4

Exp

3

Linear (Exp)

2

R² = 0.1656

1
0
0

2

4

6

8

Average Level of Anxiety

35

10

12

